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INTRODUCTION
Hepatic cyst Echinococcosis (CE) is a parasitic Zoonosis caused by 
larval stage of Echinococcus granulosus. Cyst lesions occur in liver in 
up to 75% of the cases of CE. CE is a global parasitic Zoonosis 
endemic in countries in the Mediterranean Turkey, North Africa, 
Australia, New Zealand, South America, The Philippines, Northern 
China, and Indian Subcontinent (1, 2). The hepatic CE is rare in 
developed countries (3). The incidence in the European countries has 
increased because of inward migration from endemic areas (4, 5).

Hepatic CE can be treated with observational, medical, per-cutaneous, 
and surgical approaches.

The World Health Organization (WHO) informal working group of 
Echinococcus has recommended dening the treatment strategy based 
on the cyst stage (6). Accordingly, the patients with cysts greater than 
10 centimeters or in CE stage 2 or 3b (with daughter cysts) should be 
treated surgically (6). However, the other cysts may also require 
immediate surgical treatment such as supercial cysts with a higher 
risk of rupture, infected cysts and cyst communicating with the biliary 
tree. (6)

Surgery is considered the treatment of choice for patients with large 
cysts and complicated hepatic CE because satisfying outcomes have 
been reported (7-9).

Radical surgery for hepatic CE refers to peri-cystectomy and liver 
resections whereas the conservative surgery involves the removal of 

cyst content and sterilization of the residual cavity, also called 
endocystectomy together with partial cyst resection. There are several 
non-comparative retrospective studies concluding that radical surgery 
is both safe and effective (10-13).

METHODS: 
We performed retrospective analysis of medical records of patients 
who presented to our hospital from April 2019 to March 2022.These 
patients presented with large single or multiple hepatic cyst who were 
treated by open and laparoscopic method. The following data were 
extracted: Age, gender, residence, Rural /Urban, symptoms and signs, 
radiological ndings, intra-operative ndings, intra and postoperative 
complications, duration of hospital stay and the follow up period. The 
diagnosis was conrmed by abdominal Ultrasonography and spiral CT 
scan. These radiological modalities were used to evaluate the cyst size, 
location, extent, and classication according to World Health 
Organization (WHO) (14). The data collected were entered into MS 
Excel sheets and analysis was carried out using statistical package for 
social sciences (SPSS-version 26). To explore if there is some 
signicant difference in the proportions of different categories, we 
made use of Chi-Square test with P<0.05 considered as statistically 
signicant difference.

RESULTS: 
47 patients were operated electively who had indication for the 
surgical management from April 2019 to March2022. 32(68%) 
patients were females and 15(32%) were males (Table 1). Statistically 
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signicant difference in the proportion of males and females was 
2 observed ( χ =6.15; p =0.013).(1,0.05)   

Most of the patients were in the age group of 20-40 years (Table 2) with 
2 (χ =42.21; p <0.0001)(6,0.05)   

Most of the patients presented with abdominal pain and hepatomegaly. 
The number of pre-operative diagnostic tools used are shown in Table 3.

Table 1: Gender Distribution of Patients

Table 2:Age Distribution of Patients

Table 3: Frequency of Pre-operative Diagnostic Tools

As per the location most of the Hydatid cysts were in the right lobe as 
single cyst (32), two cysts (3) or three cysts (01). There were 7 patients 
with single left lobe cyst (Table 4). Majority of the cysts operated 
belonged to Gharbi Classication Type III on Ultrasonography (Table 
5). The surgical procedure done was as per the location and size of the 
cyst. 26 patients underwent open surgery while as 21 were operated 
laparoscopically. 

Table 4: Site and Count of Cysts

Table 5: Distribution of Patients in Terms of Gharbi Classification 
of Cysts 

The procedures performed were endocystectomy (enucleation) with 
external tube drainage (ETD). The total surgeries conducted using this 
procedure being 29 out of 47,with no signicant difference in the 

2  proportion of open v/s laparoscopic, (χ =0.390 ; p (1 ,0 .05 )    
2 =0.532).Similarly for  Endocystectomy with omentopexy (χ (1,0.05)  

2 =0.160  ; p =0.690), Endocystectomy with capitonnage (χ =0.025 (1,0.05)   
2 ; p =0.874), Partial Pericystectomy with ETD* (χ =0.120; p (1,0.05)   
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Gender n(%) P-Value
Male 15(32) 0.013*
Female 32(68)
* Distribution of disease between males and females differ 
signicantly

Age Group(yrs) n(%) P-Value
1-10 2 <0.0001*
11-20 5
21-30 18
31-40 15
41-50 4
51-60 2
>60 1
* distribution of disease among different age groups differs 
signicantly

Diagnostic Tools n (%)
Ultrasonography (USG) only 36 (76.60)
Ultrasonography+ Computed Tomography (CT) 09 (19.15)
USG+ CT+ Magnetic Resonance Imaging (MRI) 02 (4.25)

Site Number of Cysts
1 2 >2

Right Lobe 32 3 1
Left Lobe 7 0 0
Both Lobes 0 3 1

Type of Cyst Gharbi Denition n(%)
Type I Pure Fluid collection 2(4.25)
Type II Fluid collection with split wall 

(Water lily sign)
10(21.27)

Type III Fluid collection with septa 
(Honeycomb sign)

30(63.82)

Type IV Heterogeneous Echogenic patterns 2(4.25)
Combined II and III  3(6.38)
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2 =0.656)  and Excision of cyst (Pericystectomy) with (χ =0.050  ; p (1,0.05) 

=0.825). These procedures were put under practice depending on the 
location and size of the cyst (Table 6).

Table 6: Operative Procedures on Various Types of Surgeries

The intra operative complications of diaphragmatic rent were seen in 
one patient and treated with the repair and intercostal chest tube 
drainage. Three patients underwent cholecystectomy with 
concomitant cholelithiasis and one patient needed cholecystectomy to 
get access to the cyst through gall bladder bed. The cysto-biliary 
leakage was found in 7 patients that was minor resulting in post-
operative leak. One patient developed signicant post-operative 
drainage of 500 to 600ml/24 hours and was treated in the department of 
Gastroenterology with ERCP and sphincterotomy. The leak stopped 
after biliary decompression. There were few insignicant post-
operative complications like wound infection in 8 patients who were 
managed well in follow up with antibiotic therapy. The hospital stay 
was signicantly shorter in those patients operated laparoscopically (2 
to 4 days) than hose operated by open method (5 to 7 days).

All the patients are under regular follow up without any signicant 
complication or a recurrence so far.

DISCUSSION:
The presentation of Hydatid cyst of the liver depends on the 
localization, size, and the stage of the cyst. Although most of the 
Hydatid cysts of the liver are asymptomatic, the most common 
symptoms are the pain and hepatomegaly. Fever and jaundice may 
accompany complicated cases. The cysts may present as acute 
abdomen in case of rupture into the peritoneal cavity or biliary tract.

Ultrasonography is the primary diagnostic tool owing to its low cost, 
high specicity, and sensitivity. CT, MRI and MRCP may be used for 
better documentation and denition of the vascular/biliary anatomy. 
The serological methods may be useful for differential diagnosis in 
difcult cases (15).

High pressure intra parenchymal cysts causes communication between 
the cyst and the biliary system (16), resulting in jaundice, episodic 
cholangitis, and elevated liver function tests. ERCP and MRCP are not 
effective in predicting the communication of Hydatid cysts with bile 
ducts due to intra-cystic high pressure. However, these modalities are 
very sensitive in showing dilated bile ducts and daughter vesicles or 
germinative membranes of Hydatid cysts in bile ducts (17).

The treatment depends on stage, location, size, and complications of 
the cysts. Chemotherapy should be the rst choice of disseminated 
disease and for high-risk patients for surgery. Albendazole, 
antiparasitic drug is recommended as the chemotherapeutic agent of 
choice. The usual dose is 10-15mg/kg/day (18). Franchi and 
colleagues treated 448 patients with Albendazole 10mg/kg/day for 6 
months. The cyst degeneration was observed in 74 percent of patients 
while as 25percent persisted with the cyst (19). Type I AND Type II 
cysts can be treated successfully and effectively with percutaneous 
methods (20). Surgery is still the rst choice for Type III, Type IV cysts 
and cysts opening in the biliary ducts or peritoneal cavity. There is 
often no need of therapy in Type V cysts (21).

The cysts located peripherally can be treated with cystectomy or 
hepatic resection with least possible risk of recurrence. In our study 05 
patients underwent total cystectomy. However partial cystectomy with 

external tube drainage was the most frequently used operation for 
intra-parenchymal hydatid cysts. We did omentopexy in 03 patients 
with the hypotheses is that it absorbs residual uid from the cavity and 
stimulates macrophage migration into the operated area (22). We did 
capitonnage technique in 02 patients believed to prevent uid 
accumulation and recurrence.

Patients who have jaundice, history of cholangitis or elevated liver 
enzymes and dilatation or debris in major bile ducts should be assessed 
for main bile duct contamination (23,24). if the bile ducts are evaluated 
with ERCP before surgery, it is not necessary to perform main duct 
exploration. Kayaalap and coworkers have shown that Hydatid cysts 
lying in the hilar region of the liver had a higher biliary communication 
rate (48%) than did peripherally located cysts (27%)[ 25]. Alper and 
colleagues have shown that choledochoduodenostomy reduces 
mortality and morbidity rates as compared to the use of a T-tube for 
drainage(26).However Elbir and coworkers showed lesser morbidity 
and mortality, hospitalization time and infection rate with T-tube 
drainage(17).

An external tube drainage (ETD), is performed to prevent abscess, 
bilioma or biliary peritonitis. If bile drainage lasts for more than 10 
days, it should be considered as stula. ERCP may be used 
successfully to manage these patients with a low output, that is 
<100ml/day (25,26,27).

In our study 07patients had biliary leak in tube drainage that stopped in 
weeks' time. One patient persisted with >100ml/day drainage of bile 
which was managed with ERCP and sphincterotomy.

Relapse is the major problem after Hydatid surgery. Follow up 
Ultrasonography will not detect relapse. Result of Indirect 
Hemagglutination (IHA) test and an IgE radioallergosorbent test 
(RAST) will remain positive long after operation. The only 
demonstration of scolices in the remaining cavity ensures denitive 
diagnosis (28). The recurrence rates of the surgical techniques range 
between 0 and 25% but as yet no prospective randomized study has 
shown superiority of one operative technique over the other(29).In our 
study we are yet to pick up any recurrence thought he follow up is still 
shorter to detect any recurrence.
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Type of Surgery Total n=47 OPEN 
(n=26)

LAPARO
SCOPIC   
(n=21)

P-
Value

Endocystectomy with ETD 29(61.70) 15(57.70) 14(66.70) 0.532
Endocystectomy with 
omentopexy

3(6.40) 2(7.70) 1(4.80) 0.690

Endocystectomy with 
Cappitonnage

2(4.25) 1(3.85) 1(4.80) 0.874

Partial Pericystectomy 
with ETD*

8(17.02) 5(19.24) 3(14.27) 0.656

Pericystectomy (Excision 
of cyst)

5(10.63) 3(11.54) 2(9.52) 0.825

*ETD=External Tube Drain
P-Value<0.05 taken as signicant
H0 : no signicant difference in the percentages of two operative 
procedures
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